This article reports on qualitative research conducted in KwaZulu-Natal, South Africa, among researchers and gate-keepers of health facilities in the province. Results suggest disparate but not irreconcilable perceptions of the social value of research in provincial health facilities. This study found that researchers tended to emphasize the contribution of research to the generation of knowledge and to the health of future patients while gate-keepers of health facilities tended to emphasize its contribution to the healthcare system and to current patients. Furthermore, relations between research stakeholders were perceived to be somewhat fragile, making it difficult for stakeholders to achieve consensus about the social value of research, as well as on ways to maximize value. Interventions to negotiate a shared perspective on the social value of research would appear to be warranted, and the findings of this study suggest some focus areas for such intervention.
BACKGROUND
The social value of research has emerged in recent decades as an important criterion for ethical research. In early guidelines the social value of research was only briefly alluded to and the reader was left to operationalize the concept. Amongst earlier ethics guidelines, it is perhaps the Nuremberg Code (1947) 1 which best identifies social value as desirable, and defines valuable research most clearly as that which yields fruitful results for the good of society, unprocurable by other methods or means of study, and not random and unnecessary in nature. Although not expressly identified as the standard of social value, this definition is echoed in the International Ethics Guidelines for Biomedical Research involving Human Subjects (CIOMS guidelines) of 2002, 2 as a requirement for ethical research, while the new draft (not yet finalized) explicitly lists social value as the first guidance point for ethical research. 3 In recent years, the concept of social value has been more clearly articulated and elaborated upon as an ethical requirement of research in the frame-work provided by Emanuel and others. 4 Within this framework, the concept has evolved over time. In the first iteration, 5 the social value of research was defined as being the enhancements of health or knowledge. . . derived from the research which reflects the implied definitions in major international guidelines such as the Nuremberg Code 6 and CIOMS guidelines. 7 In subsequent elaborations of Emanuels framework 8 the essence of this first definition of social value was retained but important qualifications were introduced in the benchmarks (discussed in more detail later). These benchmarks recognize that social value is likely to be conceptualized and measured differently by different beneficiaries of research, and that value in research is not a constant -it can both be enhanced and undermined by factors within or external to the research process. The benchmarks are crucially important for specifying social value and reflect the complexity of applying any ethical standard in various socio-cultural contexts, including the standard of social value. It could be argued that there are objective indicators of whether research has social value, such as disability and quality adjusted life years, or whether it corresponds to national health priorities. Yet it is also possible, even likely, that various research stakeholders will judge the social value of a study differently, pointing to the elements of value that are subject to social context. 9 Such differing judgements may reflect the interests of specific social groups that may have diverging perspectives, needs and priorities. 10 There is much literature on the importance, and process, of eliciting such views from various stakeholders or communities, particularly in relation to HIV research. 11 There have also been several studies investigating the related concept of research benefits. 12 To date, however, much of the literature has tended to define the inherent value of research according to its contribution to new knowledge, and this has been the point of departure for empirical studies on this subject. 13 Our study underscores that this traditional definition of value is not always shared by key research stakeholders, and interrogates the opinions of both researchers and non-researchers around this concept. 
AIMS
This article reports on a subset of data from a qualitative study exploring perceptions of research conducted in provincial health facilities in KwaZulu-Natal, South Africa. 14 KwaZulu-Natal is an appropriate location for such research, because its population is heterogeneous, and it has for the past few decades been the focus of intense health research activity, primarily in the fields of HIV/AIDS and TB. Research in this province has informed clinical treatment protocols and the development of new treatments for these diseases. 15 The study participants were managers in the provincial governments Department of Health (DoH), and researchers both internal and external to the Department. DoH managers control access by researchers to provincial health facilities and are among those stakeholders who are likely to use the results of research. 16 Varying notions of valuable research in provincial health facilities emerged as a key theme, as reported and discussed below.
METHODS
Semi-structured in-depth interviews were conducted with two critical stakeholder groups: firstly, researchers (both those external to the DoH who conduct health research within DoH facilities as well as doctors employed by the DoH who conduct research as part of their clinical work) and secondly, managers of health programmes or health facilities (gate-keepers -DoH employees who provide permission for researchers to access these health facilities in order to conduct their research).
Purposive sampling was used, which involves choosing participants who may provide rich, diverse and relevant information about the study question. 17 Health managers from high-volume research facilities or programmes, and researchers active in provincial health facilities were invited to take part in the study. There was only one refusal to participate. All interviews were conducted by the principal investigator. Sixteen interviews in total were conducted -seven with health managers and nine with researchers.
Interviewees were asked about their perceptions and experiences of research in provincial health facilities, including their perceptions about good, useful or valuable research in such facilities, their perceptions about the importance of research in such facilities, their perceptions about whether research in such facilities improved health/health care, and their perceptions about what factors facilitated or undermined such research. Individual informed consent was obtained for interviews, and interviews were recorded with the informed consent of interviewees, and transcribed. The study was located broadly in an interpretivist perspective which focusses on the meanings and perceptions people attach to conduct. 18 Transcripts were analysed using Thematic Analysis. 19 Codes were assigned to text that were deductive (i.e. emerged from relevant literature and ethical guidance such as the Good Participatory Practice Guidelines for Biomedical HIV prevention trials), 20 as well as inductive insofar as they emerged from engagement with the transcripts. Codes that shared a relationship were linked to create coherent categories or code-clusters or themesnamely a patterned response that captures key aspects of the data in relation to the study question. 21 The first and second authors coded several transcripts independently, and discussed their emerging codes to inform the development of a joint coding scheme, which was used to code later transcripts. It has been argued that if the approach is interpretivist then strict inter-rater reliability checks are not appropriate; 22 rather, efforts were made to resolve coding differences by reconciliation discussions. 23 The exact number of interviewees holding a certain view was generally not reported, 24 because this was an exploratory qualitative study; instead the reporting convention of some, many, most or all was used.
The study was approved by the Human Sciences Research Ethics Committee of the University of KwaZulu-Natal (reference HSS/1570/014M) and by the KwaZulu-Natal DoH (reference HRKM333/14).
RESULTS
Study findings are set out under two main, related themes below. We have benefitted directly as a province. Clinical outcomes have improved as a result of research -these improvements we can prove are as a result of research (Health Manager, interview 6).
However, the elements of research perceived as most valuable tended to vary according to the role of the interviewee. More specifically, most researchers tended to perceive the social value of research in provincial health facilities as residing in its contribution to knowledge, and to future beneficiaries through its effect on policies and protocols, as exemplified in the following quote:
I mean, were in the business of providing evidence that will inform policies and decisions so its critical. (Researcher, interview 3).
On the other hand, many health managers tended to assign weight to other kinds of perceived benefits, such as human resource development and capacity-building for health workers, as well as building infrastructure. As one health manager said: But for me it will even improve the health system more if the skills are also imparted on the people that do day to day work (Health Manager, interview 1).
Almost all health managers perceived research as less valuable when it appeared to detract from the healthcare system by using resources meant for current (nonresearch) patients:
I think the biggest problem . . ..
[is] where they assume that once the research is approved they can use resources of the hospital for the research and the sponsorship doesnt get used up and I tend to wonder where that money then goes. . . (Health Manager, interview 7).
. . .we always have a problem with beds for patients but then I discovered there are a number of beds that are reserved for just clinical trials and I dont think thats fair (Health Manager, interview 1).
Some health managers perceived the value of research in provincial health facilities as located in the potential benefits to the healthcare system, i.e., they tended to value research that would lead to improved operations, improved functioning of the healthcare system or improved patient outcomes:
The positive (research project) is where operational research is conducted, where it will make us re-think the way we do things (. . .) I love (these research projects) because they are also simple and even simpler to implement the recommendations. [Health Manager, interview 1).
Research and practice and clinical outcomes go hand in glove -if you leave out one and think you can survive without it we will have problems [Health manager, interview 6].
Over half the researchers recognized concerns about resource-use and the importance of investing in health infrastructure and support for patients (such as computers for hospital wards, blankets for patients).
If we are running a research project in the facility we provide our own staff, we provide our own resources, and in fact almost on a compassionate basis -we provide additional resources to the facilities (Researcher, interview 3).
However, about a third of researchers questioned the degree to which expectations of material investment were appropriate and questioned the limits of such investments:
Im not a bank and I am unable to utilize the sponsor as a bank . . .. I completely understand that somebody is coming with fancy whatever it is -nice computers and we [the researchers] have an office and their [government] staff is crowded and so I do know that its a fine balance to work (Researcher, interview 10).
Almost half the researchers perceived that certain gate-keepers to health facilities appeared not to value research in the same way, or according to the same criteria that they did (i.e., they did not attach as much importance to the knowledge-generation component). For example, one researcher said:
Last thing that I find er extremely frustrating is er theres not a a sense of importance er associated with research. . . (Physician researcher, interview 2).
Theme 2: Relationships between researchers and gate-keepers
This theme reports on perceptions of the relationships between researchers and the gate-keepers of health facilities in the province.
Inter-stakeholder relationships were characterized as somewhat mistrustful, which appeared partly linked to differences in perceptions about the value of research. Some of the researchers interviewed felt that gate-keepers to health facilities did not value research in the same way that they did. For example, these researchers said:
Theres often conflict between research staff and facility staff because it [research] is seen as an extraneous activity so its always been an issue. (Researcher, interview 5).
. . .its sort of antagonism towards researchers and to some extent its being carried on . . .. just a slight antagonism to the researchers instead of embracing them (Researcher, interview 12).
The different value assigned to research by some gatekeepers might be attributable to inadequate understanding of the researchs scientific merits and purpose, as reported by one gate-keeper and echoed by two researchers. This inadequate understanding reportedly impacted managers ability to engage with researchers and to impact on the health research agenda, as shown in the quotes below:
. . .because for me its one of those things where Im like why are we even doing this but then again [its] just me -as a programme person I have not much research experience. (Health Manager, interview 1).
They [health workers and managers]. . .they dont understand that [the study results] so we need to, as researchers, to come up with a better way of explaining things and Im not sure if thats necessarily possible (Researcher, interview 3, page 6).
Certain health managers also questioned researchers motivations in conducting the research in the first place:
I think from all research that are coming probably about 25-30% truly have an intent of improving services or having some sort of benefit for the department whereas that remaining 75% or so is mainly to get the MMed or that primary degree. . ..(Health manager, interview 7).
They are doing their career pathway. . . (Health manager, interview 8).
Researchers were reportedly perceived as having generous budgets yet could not be trusted to distribute resources appropriately (So the perception is that its a money making business. . . (Researcher, interview 5).
In some cases, both researchers and health managers bemoaned the poor dissemination of research results to and by senior health officials, and blamed each other for this.
So from my experience I have received only three report(s) out of maybe 100 research (projects) and mainly (they come) from [names one organization], the one I spoke about . . . (Health Manager, interview 8).
We dont get any feedback whatsoever. No one ever does . . . Unfortunately they even go and publish information but we as the people who gave permission for the study dont even get to see the outcome of the research (Health manager, interview 7).
. . . when it gets published we send ah the publication to the facility but no one actually reads that (Researcher, interview 5).
Thus, most participants interviewed here perceived relations between researchers and facility managers in provincial health facilities as characterized by some mistrust. Some of the strain in relationships appeared linked to varying perceptions about what makes research in public health facilities valuable, and what benefits accrue to various parties as a result of research.
DISCUSSION
This study found that researchers and facility managers tended to have different perceptions about what makes research in public health facilities valuable. These varying perceptions seemed linked to strained relations between them, which may impact on these stakeholders ability to negotiate a shared vision of socially valuable research, and to develop and execute robust results-dissemination plans. These two main findings are discussed in terms of the theoretical literature and other studies below.
Varying perceptions of social value
Many researchers tended to emphasize the benefit to future persons arising from information yielded by research, while many health facility managers (gatekeepers) tended to invoke the importance of humancapital development and infrastructure development associated with research. This resonates with a distinction drawn by King 25 who noted various forms of benefit arising from research, including benefit that accrues to future persons and society arising from the research results (termed aspirational benefit) as well as benefits that accrue to participants from the research protocol (e.g. better clinical monitoring/diagnostic tests) or from extras (e.g. free care) (termed collateral benefit). King noted that participants motivations for enrolling in research may sometimes be rooted in desire for collateral benefits. Our findings suggest that facility managers motivations for supporting research may also be somewhat rooted in the hope of collateral benefitsnot for themselves directly but rather for the healthcare system within which they work. While so-called collateral benefits were not assigned the same primacy of importance by most researchers in this study, several researchers recognized this perspective and reported trying to build some capacity or infrastructure-development into their research. However, some researchers questioned whether expectations in this regard were always reasonable, and this may also have undermined the quality of their relationships with gate-keepers.
Empirical studies in other low resource settings show that the collateral benefit of research may be valued as highly as its aspirational benefit by stakeholders such as the leaders of institutions involved in research, 26 and by fieldworkers in research projects. 27 In these qualitative studies, the distribution of benefits through research was considered vitally important as a means to address social justice. Lairumbi and colleagues 28 further argue that the benefits of research may be seen as a lens through which to reflect on the social values that may be expected to inform the ethical acceptability of global health research in poor settings.
Benefits such as capacity-building and infrastructuredevelopment are included in accounts of social value in later versions of the Emanuel framework. More specifically, in the 2004 29 and 2008 30 versions it is stated that socially valuable research should not detract from existing health services and infrastructure, and should, if possible, supplement the existing health system through the provision of additional resources, equipment, medications, or training. . . Also, in the 2004 and 2008 versions, they underscore the principle of collaborative partnerships as a requirement for ethical research and as necessary for research to achieve its social value. They define collaborative partnerships as (amongst others) shared responsibility for assessing the social value of research, and sharing of benefits. So called collateral benefits, such as building infrastructure and human capital, are therefore viewed by Emanuel and colleagues as an intrinsic part of the social value of research as well as of the collaborative partnerships between those undertaking the research. 31 The idea that such benefits should be part of the value calculation of research resonates with empirical viewpoints described here, namely that benefits such as training and infrastructure development are a key part of valuable research. That is, this study found that so-called collateral benefits are viewed as an inherently valuable component of research by important role-players in public health facility research. As for Lairumbi 32 and Kamuya 33 in Kenya, the importance assigned to such benefits is perhaps understandable in the context of the resource-constrained public health environment in countries like South Africa, 34 and in the context of profound economic inequality as seen in South Africa. 35 Perceptions of the ample resources of researchers and their institutions may incline health managers to emphasize sharing of such resources as an essential part of the research process. Some commentators have argued that research initiatives should attempt to offset at least some health injustices 36 and take steps to ameliorate inequitable social circumstances; 37 these opinions resonate with the views advanced by some stakeholders in this study.
Some of the views advanced here echo recommendations made in a framework called the Fair Benefits approach -namely that communities (admittedly not gate-keepers per se) should bargain with investigators for a wide range of benefits 38 including collateral health services (additional services for the population) and capacity development (improved infrastructure, and training of personnel) -to ensure that the research does not exploit communities. However, this approach is somewhat controversial and continues to be debated in the literature. 39 The findings of our study contribute to the debate on whether and how collateral benefits should count in the ethical evaluation of research. They provide support for the idea that at least some key stakeholders place considerable value on collateral benefits in their evaluation of what justifies the conduct of research in low-and middle-income countries. Our findings suggest that for research in public health facilities in KwaZulu-Natal to be perceived as valuable by core stakeholders, both aspirational and collateral benefits should be articulated and accommodated. This approach would satisfy many of our study interviewees and their representatives, and it would also satisfy international benchmarks. 40 We submit that a project that only delivers collateral benefits with no knowledge gains may not qualify as research (for which the aspirational benefit of new knowledge is the raison detre), yet, where collateral benefits are not realized, this may constitute insufficient benefit in relation to risks and burdens assumed, particularly because many research interventions may not be proven effective, nor become available in the health setting. 41 Viewpoints on what makes research valuable appear to vary among stakeholders, as do definitions of valuable research in the literature. Stakeholders in this study and possibly in other low-resource settings may benefit from the opportunity to discuss the aspirational and collateral value of research, 42 how these could be reconciled, and the limits that should reasonably be placed on such expected benefits. Significant moral imagination 43 in doing so will be required on the part of researchers and senior health service officials overseeing public facilities that host research, and also of research ethics committees that review related research proposals.
Relationships between researchers and gatekeepers
Relationships between researchers and health managers in this study were characterized as somewhat mistrustful. Health managers views of researchers may be partly anchored in knowledge of past exploitative research that took place in South Africa, 44 or even in perceptions that researchers are part of a social elite. 45 It is also possible that health managers possess lower levels of research literacy than researchers 46 which might undermine their assessment of the knowledge-generation value of research.
Collaborative partnerships have been proposed as the ideal vehicles for negotiating how to maximize social value of research for various potential beneficiaries. 47 Recent ethics guidelines 48 emphasize trust-building as critical to the participatory practices of researchers. This aspirational guidance asserts that research teams should canvass stakeholders early when developing a research concept, should assess their needs and priorities, and should discuss key aspects of the research with them as well as ensure that findings are promptly disseminated. Gate-keepers and researchers may benefit from opportunities to understand each others priorities, pressures and commitments, and to build more positive relations. It is likely that when different perceptions of what is valuable in research are discussed and debated in a transparent manner, this would build understanding of the motivations and needs of partners, and contribute to more harmonious relations and socially valuable outcomes.
One qualitative exploration 49 of the views of researchers, policy-makers and funders found that stakeholders perceived results dissemination to be critical in enhancing social value. Our study suggests that, in this setting, more structured mechanisms for dissemination of research findings to gate-keepers are required, including processes within health systems to consider the implications for revision of local services and policies. Failure to disseminate research findings adequately and to implement them, where feasible, justifies perceptions that the value of research in such settings is not realized as fully as it should be. As Emanuel et al 50 describe, the process of implementing research results is typically complex, incremental and haphazard. Competent results dissemination strategies may go some way to offsetting mistrust, in addition to realizing the impact of research.
LIMITATIONS OF THIS STUDY
This study aimed to investigate stakeholder perceptions about research in provincial health facilities in Kwa-Zulu-Natal, and was not specifically focussed on the social value of research. However, the issue of how value is perceived emerged as a key theme during data analysis. A limitation is that these participants were not asked to comment on the value of a common standardized research protocol, which might have illuminated whether they assign different value to the same research protocol. Also, the sample for this study included managers (gate-keepers) of health facilities in KwaZulu-Natal, and researchers who conduct research in these facilities. Other key stakeholders views (e.g. those of research volunteers, communities and members of research ethics committees) were not canvassed. Furthermore, the sample size for the study is small, and was drawn from one geographic location. While the findings may not be directly applicable to other settings it is hoped that they may have relevance in contexts with similarities to this one.
CONCLUSIONS
This study found that key stakeholders involved in research in provincial health facilities in KwaZulu-Natal, South Africa, disagreed about what gives research social value, with researchers tending to emphasize the importance of aspirational benefits and health managers tending to put greater weight on the collateral benefits of research. It will be important for these groups to share their perspectives with each other, to have opportunities to debate the merits of their perspectives, and to strive to reach a shared understanding of valuable research in provincial health settings. A forum for robust discussion and communication between these groups may be helpful to allow them to negotiate a shared view of valued research in such settings. This may also enable these research stakeholders to build more collaborative and trusting relationships that maximize value for all concerned. This effort may require a champion with harmonization of these research stakeholder views as a primary objective.
